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particular dysfunction should be deci-
sive in defining the disorder. Like in the
rest of medicine, the diagnosis of a dis-
order should be based on well-defined

symptoms indicating a dysfunction and
steer clear from mixing this assessment
with the assessments of social desirabil-
ity or of disability. 
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Wakefield’s question is what makes a
mental condition a disorder. He formu-
lates the question in two different ways:
a) “What do we mean when we say that
a mental condition is a medical disorder
rather than, for instance, a normal form
of human suffering?” and b) “Which
mental conditions should be classified as
pathological?” The latter question is far
more significant, especially if we concede
that no consensus exists on the meaning
of “mental disorder”. “Disorder” is re-
garded as a broad term “that covers both
traumatic injuries and diseases/illnesses”.
This notion is more practically significant
than, for instance, the notion of disease.
The distinction between disease and in-
jury has no practically important conse-
quences, whereas the distinction be-
tween disorder and non-disorder can af-
fect who is entitled to publicly funded
health care, medical insurance reim-
bursement, or sick leave with compensa-
tion (1,2).

In Wakefield’s view, mental disorders
are harmful mental dysfunctions. This is
presented as a hybrid account, i.e., as in-
corporating both a value component
(harm) and a factual component (dys-
function). It is not clear whether Wake-
field’s account contains any value com-
ponent, however, i.e., whether it is a
proper hybrid account. Wakefield re-
peatedly uses phrases like “judged nega-
tive by sociocultural standards” or
“harmful according to social values” to
characterize the value component, but
to say that a condition is deemed nega-
tive by “sociocultural standards” is real-
ly a factual statement. Moreover, to refer

to existing sociocultural standards is on-
ly relevant if we want to explain why
certain conditions are classified as dis-
orders in a certain society, but not if we
want to determine what conditions
should be classified as pathological. The
latter question is the important one and,
to answer this question, we need to de-
termine whether a condition is harmful,
not whether it is regarded as such from
any particular perspective. But let us as-
sume that Wakefield’s analysis is, in fact,
a proper hybrid account. In this case, his
account of the value component is prob-
ably too narrow, and the same holds for
his account of the factual component.

Mental disorders typically involve
some kind of harm to the individual
who has the disorder, e.g. distress or dis-
ability, and we rely rather heavily on
considerations of harm when drawing
the line between disorder and non-dis-
order. This strongly suggests that the
connection between disorder and harm
is conceptual rather than contingent.
Wakefield makes a stronger point than
this, however, namely that harm to the
individual is necessary for disorder, and
that we need not rely on any other eval-
uative considerations to delineate the
class of mental disorder. However, it
seems that there are mental disorders
that are classified as disorders in virtue
of other evaluative considerations, e.g.,
that paedophilia and antisocial person-
ality disorder count as disorders because
they are abnormal and/or harmful to
others. This suggests that we should not
draw the line between disorder and
non-disorder on the basis of harm-for-
the-individual-evaluations alone, but
that we must also make use of harmful-
for-others-judgments and judgments of
abnormality, including attributions of ir-

rationality (3). This view gives us a less
coherent concept of mental disorder,
however, and it is incompatible with the
idea that “mental disorder” can be de-
fined in terms of necessary conditions
that are jointly sufficient (3).

Wakefield’s evolutionary account of
disorder has been heavily criticized (1,4-
7). Most objections purport to show that
dysfunction (in Wakefield’s sense) is not
necessary for disorder, i.e. that someone
may well suffer from a disorder even
when there is no “evolutionary mal-
function”. Some of these objections try
to establish that “many mental functions
are not direct evolutionary adaptations,
but rather adaptively neutral by-prod-
ucts of adaptations” (4), and that some
disorders involve failed mechanisms
that have no adaptive function, like
spandrels, exaptations, or vestigal parts.

Other arguments purport to establish
that disorders can be caused by mecha-
nisms that are working exactly as de-
signed by evolution, e.g., that some dis-
orders are evolutionary adaptive reac-
tions to “pathogenic inputs”. Injuries
due to external trauma involve dysfunc-
tions, however, and so do inflammatory
reactions, infectious diseases, and post-
traumatic stress disorder. But consider
“normal grief” vs. pathological bereave-
ment (a possible component in depres-
sive disorder) as two possible reactions
to loss. Is the difference between these
conditions really that some specific
mechanism is malfunctioning in the
second case but not in the first? To de-
fend the dysfunction account by postu-
lating a “loss-response mechanism” is
rather farfetched. It seems more plausi-
ble to regard the two conditions as dif-
ferent ways of functioning, where “the
depressed way of grieving” is far more
harmful than the “normal” way. This
suggests that the presence of a dysfunc-
tion is not essential to disorder. More-
over, the exclusion of normal grief from
the class of mental disorder can be
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questioned: for instance, it might be ap-
propriate to regard grief as a mental in-
jury and, if all injuries are disorders, so
is grief. It can also be argued that peo-
ple in grief are entitled to sick leave with
compensation. Normality is simply not
the issue here. 

To conclude, Wakefield’s idea that
disorders are dysfunctions (defined in
evolutionary terms) tends to exclude
too much from the category of mental
disorder. There are alternative views,
but these views also suffer from certain
weaknesses (1). This strongly suggests
that we cannot save our linguistic intu-

itions unless we abandon the idea that
“mental disorder” can be defined in
terms of necessary conditions that are
jointly sufficient (1).
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No one has done more in the last dec-
ade or so to clarify and analyse the
concept of mental disorder than Jerome
Wakefield, and it is timely to consider his
work during preparations for new edi-
tions of the DSM and the ICD. These
will involve review of the reliability of di-
agnoses, and the various issues of validi-
ty of classification of symptoms into syn-
dromes, and syndromes into higher-or-
der categories. 

The further and distinctive kind of va-
lidity to which Wakefield has consis-
tently drawn attention since his first pa-
pers in the early 1990s is what he has
called the problem of conceptual valid-
ity: to what extent do the manuals cap-
ture all and only the mental disorders (or
mental and behavioural disorders), and
to what extent have they left some out,
or, most discussed, to what extent have
they mistakenly included some non-dis-
orders in. This is the “overinclusiveness”
or “false positive” problem. The diag-
nostic criteria for some disorders are too
lax, in the sense that particular presen-
tations may satisfy them, but are – ap-
parently – not cases of disorder. Wake-
field has argued along these lines for

many conditions, including major depres-
sive disorder, conduct disorder and so-
cial phobia. 

Wakefield has consistently linked the
problem of conceptual validity of di-
agnosing disorder – are we really diag-
nosing disorder? – to the fundamental
problem of reliability of diagnosis. Fol-
lowing Hempel’s advice, the diagnostic
manuals have sought to make symptom
description as purely observational as
possible, without speculations as to ae-
tiology, and then (especially in the
DSM) to have syndrome composition
as arithmetically algorithmic as possible
(symptom counts of more or less com-
plicated kinds). Wakefield’s argument
has been that this methodology in effect
detaches troublesome mental states and
behaviours from their context, failing to
take account of whether they are “nor-
mal” responses to adversities, or arise in
understandable ways according to nor-
mal learning – as opposed to genuine
disorders involving dysfunction. 

So can Wakefield’s analysis help sort
out what are the “genuine disorders”?
In brief form the analysis is: mental dis-
order = harmful dysfunction. This brief
form is trivial – inasmuch as it substi-
tutes “dysfunction” for “disorder” – and
should not be mistaken for the non-triv-
ial full version, which is (along the lines

of): mental disorder = harmful failure of
a natural mental or behavioural mecha-
nism to function as designed in evolu-
tion. Can this help solve the problem of
conceptual validity for the psychiatric
manuals? Can it be used to make partic-
ular diagnostic criteria sets more valid, by
excluding non-disordered conditions? 

It may be that Wakefield’s analysis of
“mental disorder” is conceptually cor-
rect. I have argued elsewhere that it is
not (1), but the issues are too long for
here. It is fair to say in any case that no
one has come up with such a rigorous
definition that is better. So should it be
put in the preambles to the DSM-V and
ICD-11? 

The problem here would be the fairly
obvious one – signalled by Wakefield’s
own arguments – namely, that reliability
would be seriously jeopardised. To es-
tablish that a condition is a disorder in
the sense of Wakefield’s analysis, we
would have to establish, or at least have
a consensus about, whether it arose be-
cause of or at least involved “failure of a
natural mental or behavioural mecha-
nism to function as designed in evolu-
tion”. But as opposed to what? Behav-
ioural scientists working in an evolution-
ary theoretic framework have suggested
that failure of function in Wakefield’s
sense as a pathway to harmful conditions
can be contrasted with, for instance, 
evolutionary design/current environment
mismatch, or maladaptive learning (2,3).
If these are the kinds of intended con-
trasts, we need to wait until the science
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